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ABSTRACT OF THE THESIS
Therapist Factors as Predictors of the Experience of Memory Recovery in
Psychotherapy
by
Tami Lorraine Young
Master of Science, Graduate Program in Psychology
Loma Linda University, June, 2000
Dr. Janet Sonne, Chairperson
Psychotherapist factors as predictors of client memory recovery of childhood
sexual abuse following a period of amnesia were investigated. Marriage and family
therapists and clinical psychologists in California were surveyed regarding the degree
of research emphasis in academic training, knowledge of memory processes and
professional standards of care regarding memory recovery in psychotherapy, degree
of ambiguity tolerance, use of memory recovery techniques and client memory
recovery. Therapists with greater research emphasis in academic training reported
having fewer clients with memory recovery. Also, therapists who were intolerant of
ambiguity used memory recovery techniques more than did therapists who were
tolerant. Finally, increased therapist use of techniques was correlated with increased
numbers of clients with memory recovery. Findings suggest that therapist
characteristics appear to play some role in therapist use of techniques and client
memory recovery. The extent of that role remains unclear. Limitations of the
research project are discussed and suggestions for future research explored.
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Therapist Factors as Predictors of the Experience of Memory Recovery in Psychotherapy
Introduction
In the past two decades, awareness in psychology of the plight of adults who
were sexually abused as children has greatly increased. Such abuse frequently results in
detrimental effects for the victims including depression, anxiety, anger, post traumatic
symptoms such as nightmares, dissociation, flashbacks and intrusive thoughts; negative
self image, interpersonal difficulties, and acting out behaviors such as bingeing, purging,
sexual activity and substance abuse (Berliner & Elliott, 1996). Clinical psychology and
other mental health professions, thus, have been engaged in the endeavor to help
individuals minimize the negative effects of such abuse. A subgroup of those individuals
appears to have amnesia for the abuse for a period of time and later recover memories of
the abuse. Considerable debate exists at a scientific and societal level regarding whether
amnesia for childhood sexual abuse (CSA) truly occurs and also whether recovery of
memories of the abuse following amnesia is authentic. Psychotherapy, as the stage upon
which many of the theories and practices of clinical psychology are enacted, is a central
focus in this debate.
Research has not yet provided much needed clarity and resolution regarding this
critical social issue. While definitive answers are not yet available, current evidence does
suggest that individuals are sometimes amnesic for traumatic events such as sexual
abuse. Most of this evidence is obtained from victims' retrospective self reports or from
therapist retrospective reports of clients. For example, Cameron (1994) obtained a
sample of 46 female victims of childhood sexual abuse. Twenty-five of them reported
complete amnesia for the abuse. In addition, Harvey and Herman (1994), drawing from
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their clinical experience, described three prototypical descriptive vignettes of clients who
have suffered childhood traumatic abuse. Two of the three vignettes portray victims of
sexual abuse as having partial or complete amnesia for the abuse.
One of the most compelling pieces of evidence in support of amnesia for
traumatic childhood events is a study by Williams (1994). She conducted a retrospective
study, interviewing 129 adult women, who were childhood victims of documented sexual
abuse. Detailed questions about a history of sexual abuse were included as part of the
interview, ostensibly regarding health and well-being. She found that 38% of those
interviewed did not remember the documented abuse from 17 years earlier.
Such evidence suggests that individuals do have periods of time when they do not
remember traumatic events such as sexual abuse. While this position is generally
endorsed now by many (Pezdek, 1994), objections do exist. One of these objections
involves the occurrence of infantile amnesia, or the normal inability to remember events
due to young age (Kilstrom, 1994). According to Kilstrom, who specifically criticized
the Williams' study (1994), for many individuals who report amnesia for childhood
sexual abuse, the traumatic event occurred at or before the age of seven, a time in
development during which memory is affected by infantile amnesia. Therefore, he
argued, the inability to remember childhood abuse is not due to a process related to the
traumatic nature of the event, but is a product of normal childhood development. Yet in
William's sample, if those under the age of seven are excluded, 28% still did not
remember the abuse and of those who were 11 or 12 at the time of the abuse, 26% did
not remember.
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A second concern voiced by Kilstrom regarding studies based on client self
report is the lack of corroborating evidence for the traumatic event. A plausible
explanation, then, for those who experience amnesia is the possibility that the abuse did
not occur in the first place. However, William's data (1994) is based on cases in which
the abuse was actually documented in childhood medical records. In addition, those
identified as abused in Cameron's study (1994) frequently had external validation as well.
Whether memories can be recovered by those who are amnesic for CSA is yet
another question. Most evidence supporting memory recovery comes from self-report
surveys of individuals who report a history of child abuse and a period of amnesia for the
abuse. Herman and Schatzow (1987) obtained client self report, therapist report, and
made their own observations of 53 women who, at the time of the study, remembered
being molested and were in group psychotherapy for related treatment. They found that
26% had, at one point, severe memory deficits for the abuse, and another 36% had
moderate memory deficits. Memory deficits were associated with abuse at younger ages
and with more violent abuse. Corroboration of the abuse was obtained in 74% of the
participants. Kilstrom (1994) noted that the authors did not indicate whether any of the
74% had severe memory deficits for the abuse. He argued that this leaves open the
possibility that none of those with severe memory deficits may have obtained
corroboration for the abuse, thus calling into question the legitimacy of those memories.
While it is possible that Kilstrom is correct and none of those with severe memory loss
obtained any corroborating support, it is highly improbable. Even so, this possibility
would not account for the 36% who had moderate memory deficits, all of whom would
have to have had corroborating evidence if none the 26% who had severe memory loss
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had any. In summary, it seems probable that a percentage of individuals with memory
loss for abuse had corroborating support, thus supporting the premise that those who are
amnestic for CSA can recover memories.
Briere and Conte (1993) surveyed 450 psychotherapy clients with reported
histories of CSA and found that 60% reported amnesia for the abuse for some period in
their lives before the age of 18. Loftus, Polonsky, and Fullilove (1994) who argued that
the wording of the questionnaire in the Briere study was inadequate, questioned 105
substance abuse outpatients regarding histories of CSA; 54 % reported a history of CSA.
Nineteen percent said they did not remember the entire incident for a period of time.
while 12% reported not remembering parts of the abuse. One confound in this study is
the memory deficit associated with substance abuse (i.e. alcoholic blackouts) and the
possible use of substances for self medication against the emotional pain associated with
memories of CSA in this sample. Finally, Polusny and Follette (1996) surveyed
therapists and found that 39% of female and 30% of male psychologists who reported a
personal history of abuse said they did not remember part of the abuse for a period of
time.
The primary weakness of this line research is its failure to rule out the possibility
that those who did not remember the abuse for a period of time actually may not have
been abused. Therefore what they remembered may not have been accurate or real, but
implanted by suggestion from the media or psychotherapy or from other sources. The
question of the validity of recovered memory remains unresolved, with our current
theories and findings suggesting that some instances of recovery are valid while others
may not be. The final conclusions of the American Psychological Association Working
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Group on Investigation of Memories of Childhood Abuse maintain that it is possible to
construct convincing pseudomemories for events that never occurred and yet it is also
possible for memories of actual abuse that have been forgotten to later be remembered
(Alpert et al, 1998). Corroboration obtained regarding recovered memories of abuse
supports their validity, yet not all studies have asked for corroboration and the validity of
the corroboration is generally unknown.
In addition to research investigating the occurrence of amnesia and memory
recovery for child abuse, a second area of research examines what factors predict the
experience of memory recovery. Thus far, this line of research has primarily examined
variables related to the psychotherapist, such as beliefs related to memory recovery and
therapeutic interventions. While it is unlikely that memory recovery of abuse is brought
about only by therapist factors, those factors may have received the most attention
because assumptions have been made about therapist practices as a causative agent for
inaccurate memories. For instance, Lindsay and Read (1994) offer an explanation for the
experience of memory recovery for events that have not occurred. They state: "It
appears that some clinicians believe with such great conviction that certain symptoms .. .
are reliable indictors of repressed memories of sexual abuse that they think it is unethical
to do anything but convince clients with those symptoms that abuse is the basis of their
difficulties and distress" (p. 299). Similarly, Loftus (1993), primarily citing books
authored by therapists, provides an anecdotal description of therapists as believing their
clients' memories, typically willing to suggest a history of sexual abuse to their clients if
they suspect it, and freely using many therapeutic techniques for the purposes of memory
recovery when those techniques may in fact be creating false memories. While such bold
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statements could eventually be supported by the research, the incidence of such behavior
by therapists and false memory occurrences in the therapeutic environment is unknown.
Such assertions are therefore premature in light of the present evidence.
The present study will focus on the factors associated with the psychotherapy
clients’ memory recovery of childhood sexual abuse. While the controversy regarding
amnesia for child abuse memories and the legitimacy of memory recovery is a vital one,
this study will not address those concerns. Because the legitimacy of all experiences of
memory recovery remains unknown, memory recovery will be referred to as the
experience of memory recovery (EMR) for the remainder of this paper.
This study will extend the examination of therapist factors that may predict client
EMR. Examining therapist variables remains important because the previously
mentioned assumptions made regarding the therapist have implications for clinical
practice. Specifically, this study intends to increase understanding regarding the
relationship among several therapist characteristics, use of therapeutic techniques, and
client EMR. First, therapist characteristics that have not been included in previous
research will be investigated. As the following review of existing research will show,
certain therapist variables, such as their beliefs about memory recovery, appear to bear a
relationship to EMR. Other variables such as personality factors, training, and
knowledge have not yet been studied. Second, as the literature review will also reveal.
methodological problems exist in previous attempts to measure one specific and
important therapist variable, namely the use of memory recovery techniques, thus
obscuring its relationship to other variables. This study will attempt to improve the
measurement of that variable.
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Therapist Variables
As a starting point for a review of the relationship among therapist
characteristics, practices, and client EMR, it is helpful to adapt the taxonomy used by
Bergin and Garfield (1994) in classifying the extensive body of literature regarding
psychotherapy and its outcomes. Their taxonomy of therapist variables predictive of
psychotherapy outcome contains two dimensions: one in which the variables are either
states specific to the therapy situation or are enduring, cross-situational qualities, and
another dimension in which variables are either objective (observable by an external
rater) or subjective (requiring self-report for meaningful measurement). These two
dimensions create four quadrants: cross-situation traits which are objective (e.g. age,
gender, or ethnicity), cross-situation traits that are subjective (e.g., personality traits,
values, general attitudes and beliefs), therapy specific states that are objective (e.g..
professional background, training, education and certain therapeutic interventions) and
therapy specific states that are subjective (e.g., therapeutic philosophy and orientation
and knowledge levels). This taxonomy will be used in reviewing therapist variables in
relationship to client EMR.
Of the therapist variables examined thus far, this review includes (a) those for
which there are findings of positive correlations with other therapist variables and/or to
client EMR, (b) those for which findings indicate no clear relationship, but for which
methodological concerns in the research have been identified, and (c) those which have
not yet been assessed, but for which a relationship with client EMR is suspected.
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Therapy Specific. Objective Variables
Variables in this quadrant reflect observable qualities specific to the therapist.
They include therapeutic interventions that hold special significance to this review.
because certain psychotherapeutic practices have been criticized as being suggestive.
This quadrant also includes professional training, a variable that holds promise for
shedding light on how education and clinical training may influence client EMR
outcomes.
Therapeutic interventions. Certain therapeutic interventions, often referred to as
memory recovery techniques, include a variety of practices that have been used by
therapists for the purpose of recovering forgotten memories of traumatic events. They
include age regression, bibliotherapy (recommendations that their clients read certain
books), body memory interpretation, dream interpretation, free association, guided
imagery, hypnosis, focusing on the ’’inner child,” interpretation of physical symptoms,
referral to group therapy for sexual abuse survivors, review of family photographs, and
journal writing, among others. In addition to their use for memory recovery, most of
these therapeutic interventions have other, less debatable, clinical applications, for which
they may be quite appropriate.
The literature on the suggestibility of memory has been used to hypothesize that
the therapeutic relationship provides the perfect ’’petrie dish" for the distortion or
creation of memory through the use of approaches, such as these memory recovery
techniques, that are suggestive. In support of such concerns, Lindsay and Read (1994)
summarized research that implicates the role of suggestibility in the recall of critical eye
witness testimony. They identified five variables which affect the degree of
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suggestibility. All five of these variables are characteristic of the therapeutic context and
two are directly facilitated by the use of memory recovery techniques.
The first variable identified by Lindsay and Read is the frequency with which one
thinks about suggested material. This may theoretically occur in therapy when the
therapist implements any of a variety of therapeutic strategies, including directing
attention each week to issues of possible molestation, suggesting the client journal each
day regarding memories or concerns about childhood molestation, or reviewing
childhood photographs for the purpose of uncovering clues about a history of abuse.
The second factor, the degree to which one guesses about what may have happened, can
occur in therapy if the therapist introduces hypnosis or guided imagery, or free
association to facilitate a process of creating, fostering, and expanding upon images that
come to mind related to a suspected history of abuse.
Hypnosis is suspect as a memory recovery strategy for another reason, in
addition to concerns related to suggestibility. The mental state created by hypnosis
lowers the criteria for what people will accept as memories (Smith, 1983). For instance,
Whitehouse, Ome, Ome, and Dinges (1991) found that subjects who had attempted
recall during an hypnotic induction and during a waking state were subsequently unable
to distinguish between memories retrieved prior to hypnosis and those that occurred
during hypnosis. Lindsay and Read (1994) also reported that while hypnosis increases
the amount of information a client will report, the amount of accurate information
produced is equaled or surpassed by the amount of inaccurate information produced.
Given the concern about these techniques, Poole, Lindsay, Memon, and Bull
(1995) and Polusny and Follette (1996) measured the number of memory recovery
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techniques used by therapists with clients for the purpose of memory recovery. Poole et
al. found that 71% of therapists surveyed used at least one technique and found
correlations of .40 and .31 in American and British psychologists respectively, between
the number of memory techniques used and estimates of the percentage of women clients
who recalled sexual abuse during therapy. Polusny and Follette (1996) found that 60%
of therapists surveyed used journal writing or letter writing; 48% used free association of
childhood memories; 47% used dream interpretation, and 33% used bibliotherapy
regarding sexual abuse. These authors also measured the number of memory recovery
techniques used and the percentage of clients who experienced EMR, but they did not
find a positive correlation between the two factors.
The method of measurement used by Poole et al. (1995) and Polusny and Follette
(1996) in measuring use of memory recovery techniques is significantly flawed. Memory
recovery techniques have been measured in both studies by calculating the total number
of different techniques the therapist used. Such a measure reveals little about the true
extent to which memory recovery techniques were used, because it does not indicate
with how many clients they were used and how intensely they were used with any one
client.
Professional training. One study (Maki & Syman, 1997) posits a relationship
between the professional training of the therapist and therapist practices, because the
training influences the choice of therapeutic orientation from which the therapist tends to
work. The researchers examined various educational programs and found that programs
with a greater emphasis on research than practice were less likely to teach memory
recovery techniques and were more likely to discourage their use. Also behaviorally
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oriented programs were less likely and humanistic programs more likely to include them
in their curriculum. It may follow that clinicians who come from academic programs that
emphasize research will be less likely to use memory recovery techniques.
Also noteworthy is the lack of investigation of other mental health professionals.
While Yapko (1994) surveyed a heterogeneous sample of therapists regarding
knowledge of cognitive processes and memory, all surveys regarding client EMR, thus
lar, have questioned only doctoral level clinical psychologists. In California, the doctoral
degree obtained for licensure as a clinical psychologist must include instruction in
psychometrics and research methodology (Regulations Relating to the Practice of
Psychology, 1996). Conversely the license requirements for Marriage and Family
Therapists do not (Business and Professional Code, Marriage, Family and Child
Counselors, 1990). It seems probable that many more in the latter group will come from
academic programs that place less emphasis on research and may be more likely to use
memory recovery techniques.
Therapy Specific. Subjective Variables
Variables in this quadrant include therapist qualities specific to the therapy
situations that are not directly observable and, thus, require self report or specific
measurement. Therapist beliefs and knowledge regarding memory recovery will be
reviewed. Several therapist beliefs regarding memory recovery for traumatic events have
been measured by researchers in relationship to EMR. These include belief in amnesia
for traumatic events, the feasibility of memory recovery, its importance to the therapeutic
process, and a belief that there exists a constellation of symptoms that indicates a history
of CSA. Another important variable in this quadrant is knowledge regarding memory
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recovery and related recommended professional standards of care. This important
variable has not yet been assessed in relationship to client EMR. However, it seems
logical that therapists' knowledge and awareness of such standards will influence their
clinical practices and then their client outcomes related to memory recovery.
Belief in amnesia for traumatic events. Studies indicate that a significant
minority, and in some cases a majority, of therapists hold certain beliefs that suggest a
general philosophical support of memory recovery. In some cases, these beliefs bear a
relationship to EMR. Research findings indicate that some therapists do suspect a
history of CS A in clients who do not initially report or remember it, although reports of
prevalence vary. Poole et al. (1995) surveyed American and British psychologists
regarding their female clients and reported that a high percentage of psychologists (75 %
of the 92 % who were willing to make estimations) suspected sexual abuse in some of
their female clients who do not report it. Polusny and Toilette (1996), who measured
this factor differently from Poole et al., thus making comparisons difficult, found that
surveyed psychologists suspected that approximately 21% of their clients who entered
therapy with no memory of abuse had been abused. Interestingly, belief in the existence
of repressed memories was not correlated with increased EMR outcomes for those
surveyed by Polusny and Toilette. It is unclear why this belief does not correlate with
increased EMR when other beliefe do as outlined below. It may be that because most
correlations between beliefs and client EMR are modest, this one is only somewhat
weaker, but does not reach statistical significance.
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Belief in a constellation of symptoms. Polusny and Follette (1996) found that
only a minority (20%) of therapists surveyed believed that a certain constellation of
psychological symptoms indicated a history of CS A. However, that belief was
significantly correlated (r = .29, p < .0001) with higher incidents of EMR in their
caseload in the previous year.
Belief in the importance of remembering CSA and composite beliefs. Another
belief examined concerns regarding the importance of remembering CSA for therapy to
be effective. Poole, et al. (1995) found that 60 % of psychologists thought it was more
important than not for clients who were sexually abused to acknowledge or remember
the abuse. Polusny and Follette (1996) found that 34% believed it was important or
somewhat important that clients remember and focus on child sexual abuse for the
alleviation of psychological distress. Palm and Gibson (1998) found 55% of
psychologists believed that it is always or somewhat important to remember abuse for
psychotherapy to be beneficial. Both Polusny and Follette (1996) and Palm and Gibson
found that this belief was significantly associated with more cases of EMR in therapists'
clinical practices.
Finally, Poole et al. (1995) using composite qualities, compared "cautious"
psychologists (who did not rate memory recovery as important, never formed the
opinion that clients who denied a history of abuse were abused, and reported using none
of the listed techniques for the purpose of memory recovery) with psychologists who did
not fit the "cautious" criteria. They found significant differences between the two groups
in percentages of clients with EMR (6.67% = cautious vs. 43.80% = not cautious in one
survey and 1.50% = cautious vs. 17.66% = not cautious in a second survey).
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Therapist knowledge of memory functioning and standards of care. Another
therapy specific, subjective variable is therapist knowledge of memory functioning and
standards of care in relationship to memory recovery. Yapko (1994) surveyed therapists
regarding their knowledge related to hypnosis and about how memory works. He found
that 54% agreed or strongly agreed with the erroneous statement that hypnosis can be
used to recover memories of events as far back as birth, suggesting that therapists may
misuse hypnosis in their practices. This important variable has not yet been measured in
relationship to EMR outcomes, although whether it bears a relationship to such
outcomes would increase understanding of the processes of memory recovery in
psychotherapy.
Cross-situational Objective Variables
The variables in this quadrant include those that are not specific to the
therapeutic situation and are observable without self-report or measurement. Therapist
variables in this quadrant either have not shown a noteworthy relationship to client EMR
(such as gender [Polusny and Toilette, 1996]) or have not been investigated (such as
ethnicity and age).
Cross-situational Subjective Variables
Therapist variables in this quadrant - those that are not specific to the therapy
situation and require self-report or other specific measurement - include personality
traits, values and cultural attitudes. Few have been examined to date in relationship to
therapists' treatment of CSA. Polusny and Toilette (1996) examined therapists’ personal
history with CSA and found those with such a history did not have more clients with
EMR.
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Other cross-situational, subjective variables hold promise as predictors of EMR.
For instance, it seems that personality factors might well play a role in determining
therapists' behavior and eventual outcome. One personality trait that may bear a
relationship to therapists' responses to clients with a history of CSA is the therapists'
ambiguity tolerance. As noted by Loftus and Yapko (1995), chents' symptomatology
holds a great deal of ambiguity when one approaches it (as a therapist does) to determine
the cause and meaning. For instance, the causes and meaning of low self esteem or
sexual dysfunction (two symptoms frequently associated with a history of CSA) are
seldom readily apparent. More often that not, their etiology and significance unfolds
slowly as the client and therapist together explore such factors as present life
circumstances and personal history. According to Norton (1975), levels of ambiguity
tolerance "interacts in any situation in which there is too little, too much, or seemingly
contradictory information..." (and)". .. touches many behavioral phenomena." (p. 607).
It seems probable that the greater the ambiguity, the more the opportunity exists for the
therapist who is uncomfortable with ambiguity to project his or her own biases into the
interpretation. It seems probable that the more discomfort the therapist experiences in
the face of ambiguity, the less tolerant of ambiguity in the therapeutic context he or she
may be and the more likely this projection might be to happen. It follows that ambiguity
tolerance in the therapist may bear a relationship to how the therapist intervenes with the
client and ultimately, to client outcomes, such as EMR.
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Interrelationships Among the Four Quadrants
Defining the relationship between therapy specific, subjective variables such as
beliefs, therapy specific objective variables such as practices, and memory recovery
outcomes is important in the effort to understand how EMR occurs. The
interrelationship between the previously examined therapist beliefs regarding memory
recovery and use of memory recovery techniques has received the most attention thus
far. Polusny and Toilette (1996) found that the number of memory recovery techniques
used with clients who had no specific memory of child sexual abuse was significantly
correlated with certain therapist beliefs. First, the number of memory recovery
techniques was significantly correlated with the belief that there is a constellation of adult
symptoms that almost always indicate child sexual abuse. Second, the number of
techniques used was correlated with the belief that it is important for clients to focus on
and remember child sexual abuse in order to alleviate psychological distress. Third, there
was a positive correlation between the number of techniques and the belief that a higher
percentage of clients are sexually abused, but present for therapy with no memory of
abuse. Finally, the number of memory recovery techniques was positively correlated
with less concern that various factors, including therapy, support groups, or books and
media about CSA, could falsely convince an adult that they were sexually abused.
Summary of Therapist Variables
In summary, several points emerge regarding therapist variables. Of the four
quadrants therapy specific, subjective variables, such as beliefs, have received the most
attention. It seems from these emerging studies that a number of psychologists hold
beliefs that support the concept of memory recovery. Also it appears that therapists who
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believe that memory recovery is important for recovery and those who believe that a
certain constellation of symptoms in clients indicate that they have been abused have
more cases of client EMR. Finally, it is of interest that personality characteristics have
not been studied in relationship to EMR.
As this review indicates, a few things are known about therapy specific, objective
variables such as use of memory recovery techniques and professional training in
relationship to EMR. Yet the relationship of therapist practices, in particular the use of
certain memory recovery techniques, to EMR remains unclear because of study design
problems with measurement of memory recovery techniques. In addition, a notable
limitation is that all studies thus far have only surveyed doctoral level psychologists, a
subset of all psychotherapists whose characteristics may not generalize to therapists with
different professional backgrounds.
The Present Study
The purpose of this study is to further investigate specific therapist variables that
predict the therapeutic outcome of client EMR during the course of therapy. This study
will examine four therapist variables that have not yet been assessed but, as will be
discussed, seem likely to bear a relationship to client EMR: degree of research emphasis
in the therapist’s academic training, therapist clinical license (Marriage and Family
Therapist or Psychologist), therapist knowledge of memory processes and professional
standards of care regarding memory recovery, and the degree of therapist ambiguity
tolerance. It will also measure therapist use of memory recovery techniques and
occurrence of EMR in a therapist’s client during the course of treatment. As the reader
will recall, methodological flaws in the measurement of memory recovery techniques
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have obscured the relationship between these two variables. This study will measure the
number of clients with whom techniques were used, rather than the number of techniques
used by the therapist. Correlation of this number with the occurrence of client EMR will
allow for a more meaningful understanding of the relationship between use of memory
recovery techniques and the experience of memory recovery.
Also, the definition of “memory recovery” clients has varied from study to study.
For instance, Polusny and Follette (1996) specified for consideration only “clients
reporting no memory of CSA prior to therapy; repressed/unrecalled memories of CSA
were recovered/remembered in therapy” (p. 44). However, Poole et al. (1995) and Palm
and Gibson (1998) did not specify any subgroup of clients. It is probable that some
therapists with clients who already had vague memories of a certain incident but gained
more detailed memories or other related memories might have been counted as
recovering memories. Yet other therapists may have excluded such clients in their
consideration of those with memory recovery, because partial memories existed at the
beginning of therapy. The present study will ask therapists to consider the use of
techniques in relationship to those for whom a history of CSA was suspected, but who
had no clear memory of CSA prior to therapy.
Specifically, this study tests nine hypotheses. The phrase, “SCSA clients” means,
“suspected childhood sexual abuse clients” and refers to clients for whom a history of
abuse was suspected by the therapist or client.
1. Therapists who use memory recovery techniques with all SCSA clients will
report less emphasis on research in their academic training than therapists who use
memory recovery techniques with few or no SCSA clients.
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2. The less emphasis on research in a therapist’s academic training, the more
SCSA clients with EMR he/she will have.
3. There will be fewer psychologists who use memory recovery techniques with
all SCSA clients than there will be other mental health therapists (primarily Marriage and
Family Therapists) who use memory recovery techniques with all SCSA clients.
4. Therapists who are licensed as psychologists will have fewer SCSA clients
with EMR than will therapists who are licensed as Marriage and Family Therapists.
5. Therapists who use memory recovery techniques with all SCSA clients will be
less knowledgeable of the APA guidelines on the investigation of memories of childhood
abuse than will therapists who use memory recovery techniques with few or no SCSA
clients.
6. The less knowledgeable of the APA guidelines on investigation of memories of
childhood abuse a therapist is, the more SCSA clients with EMR he/she will have.
7. There will be fewer therapists with low ambiguity tolerance who use memory
recovery techniques with few or no SCSA clients than use memory recovery techniques
with all SCSA clients.
8. Therapists with high ambiguity tolerance will have fewer SCSA clients with
EMR than will therapists with low ambiguity tolerance.
9. Therapist use of memory recovery techniques with SCSA clients will be
associated with client experience of memory recovery during the course of therapy.
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Methods
Subjects
The names of 150 mental health professionals were selected at random from the
Membership Directory and Networking Resource of the California Psychological
Association (CPA) and 150 were selected from the membership of the American
Association of Marriage Family Therapists (AAMFT) who practice in California.
Members of CPA were randomly selected from the 475 names listed in the “Adults”
practice specialty whose other listed areas of interest suggested that he/she was a
practicing clinician. Names were randomly selected by choosing a name on the list that
corresponded to the roll of a die. For instance, if the first roll of the die was three, the
third name on the list was chosen. Then if the second roll was two, the second of the
next two names further down on the list was chosen. If an address was not given for a
chosen member, or it appeared that the therapist was not a practicing clinician, the next
one appropriate for selection on the list was chosen. A list of randomly chosen AAMFT
member names and addresses of those who practice in California was purchased from
AAMFT.
Measures
All variable measurements were obtained from a questionnaire, the Therapeutic
Environment Survey, designed for the purposes of this study by the graduate student
investigator (see Appendix C). In this survey, therapists were asked to provide
information in eight areas: (a) general demographics; (b) the number of various types of
clients the therapist had treated in the past year, including the number of adult clients for
whom a history of childhood sexual abuse was suspected and the number who recovered

20

memories of abuse during treatment; (c) their use of techniques for the purposes of
memory recovery; (d) the degree to which their clinical training was research oriented;
(e) type of clinical license they held; (f) their knowledge of professional standards of care
regarding memory recovery; (g) their level of ambiguity tolerance; and (h) outcomes in
their own practices related to EMR.
General demographics
A general demographics questionnaire was given to subjects including age,
gender, and clinical license.
Use of memory recovery techniques
The use of techniques score, developed from two questions, represents all clients
with whom memory recovery techniques were used as a percentage of those for whom a
history of sexual abuse was suspected. Because the scores were bi-modally distributed,
they were dichotomized into two groups for most analyses. One group, called the “low
or no use group,” was characterized by therapists who used memory recovery techniques
with 0 - 50% of SCSA clients. A second group, called the “high use” group, used
techniques with 100% of their SCSA clients.
Professional training
One question asked the participant to describe his/her highest academic degree in
mental health. A second question assessed the degree to which the therapist's academic
training was research oriented. Responses to the second question were rated along a
Likert scale continuum from 0 (no research emphasis) to 7 (a very strong research
emphasis).
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Knowledge of professional standards of care regarding memory recovery
Seven questions measuring therapist knowledge of the American Psychological
Association’s standards of care regarding memory recovery (Alpert, et al., 1996) were
developed for this study. The "knowledge" score was obtained from the number of
correct responses to seven true or false questions. A score of 0 was assigned to
incorrect responses and a score of 1 was assigned to correct responses. The lowest score
was represented by 0, and 7 represented the highest score.
Ambiguity tolerance
The ambiguity tolerance score was obtained from a revision of Rydell and
Rosen's 16-item Ambiguity Tolerance Scale, (MacDonald, 1970). The revised scale was
composed of 20 items and primarily assesses for problem solving approaches. Each
question was rated on a 7-point Likert scale; 1 indicated a response of "strongly
disagree," and 7 indicated a response of "strongly agree.” Scores can range from 20 to
140 with 20 representing high ambiguity tolerance score and 140 representing low
tolerance. Test re-test reliability was reported at .63 over six months, and internal
reliability was reported at .78. Correlations with the Gough-Sanford Rigidity scale and
with Rokeach's dogmatism scale (Fumam, 1994) are evidence of internal validity. In
order to consider therapists with very low and very high ambiguity tolerance, only the
scores in the lowest and highest quartiles of the range of scores were included in the
analyses. Those in the lowest quartile comprised the “high ambiguity tolerance group”
and those in the highest quartile comprised the “low ambiguity tolerance group.”
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Therapist’s clinical license
Therapists were asked to indicate which clinical license(s) they currently held
(Marriage and Family Therapist, Licensed Clinical Social Worker, Psychologist, or
“others”) and the length of time they had held the license(s). Respondents were then
asked to provide the name of other clinical license(s) held in the past and the length of
time they had held the license(s). Those who held another license in addition to a
psychologist license were considered psychologists for the purpose of analyses.
Client experience of memory recovery (EMR) outcomes
The client EMR outcome score was represented as the percentage of the
therapist's adult clients for whom abuse was suspected but who had no clear memories of
abuse at the outset of therapy, who had EMR during the course of therapy in the past
year. Possible scores ranged from 0 (representing no occurrence of EMR in SCSA
clients) to 1.0 (representing occurrence of EMR in all SCSA clients).
Procedure
Approximately one week before the Therapetutic Environment Survey was
mailed, a postcard (Appendix A) was sent informing the therapist that he/she has been
selected to participate in a survey and requesting that he/she complete and return the
questionnaire when it arrived. The survey (Appendix C) was mailed to therapists with a
cover letter (Appendix B) describing the nature of the survey and providing instructions
for completion and return of the survey anonymously. The cover letter stated that it and
the returned survey served as implied consent to participate in this study. A book
marker was included as a token gift. The packet also included an address where the
participant could write to receive survey results. An addressed and stamped envelope
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was enclosed for returning the survey. In addition, the cover letter also requested that
should the therapist decide not to complete the survey, that he/she complete the first few
demographic items and return the questionnaire. Approximately three weeks after the
survey was mailed, a follow-up postcard (Appendix D) was sent requesting that the
therapist complete the questionnaire if he/she has not already done so and thanking
him/her if it had already been returned.
Operationalized Hypotheses and Analyses
Hypothesis 1. The mean score for emphasis on research in the therapist's
professional training is significantly less for therapists who fall in the high use group on
the use of technique score than it is for those who fall in the low or no use group on the
use of technique score. Differences are determined using an independent means, one
tailed t test. This and all statistical tests of hypotheses will be significant at the .05 level.
Hypothesis 2. The emphasis on research in the therapist’s professional training
score is significantly negatively correlated with the score for client EMR outcome score
using Spearman’s rho correlation coefficient statistic.
Hypothesis 3. There are fewer psychologists who fall in the high use group on
the use of technique score than there are other mental health therapists (primarily
Marriage and Family Therapists) who fall in the high use group on the use of technique
score. Differences are determined using Pearson chi square statistic.
Hypothesis 4. The client EMR outcome score is significantly lower for Clinical
Psychologists than it is for Marriage and Family Therapists. Differences are determined
using an independent means, one-tailed t-test.
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Hypothesis 5. The score for knowledge of APA guidelines is significantly lower
for therapists who fall in the high use group on the use of technique score than it is for
those who fall in the no or low use group on the use of technique score. Differences are
determined using an independent means, one tailed t test.
Hypothesis 6. The knowledge of APA guidelines score is significantly negatively
correlated with the client EMR outcome score using the Spearman’s rho correlation
statistic.
Hypothesis 7. There are fewer therapists from the low ambiguity tolerance group
that fall in the no or low use group on the use of technique score than fall in the high use
group on the use of technique score. Differences are determined using Pearson chi
square statistic.
Hypothesis 8. The client EMR outcome score is significantly lower for therapists
who score in the lowest quartile of the ambiguity tolerance than it is for therapists who
score in the highest quartile of the ambiguity tolerance scores. Differences are
determined using an independent means, one tailed t test.
Hypothesis 9. The use of memory recovery score is positively correlated with
the EMR outcome score. Differences are determined using Spearman’s rho correlation
statistic.
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Results
Characteristics of the Respondents
A total of 134 surveys of the 300 mailed were returned. Of those, 127 were
returned by the respondent (yielding a response rate of 42%) and 7 were returned
unopened by the postal service. Of the 127, two were returned by the respondent
unanswered leaving a total of 125. Of those, 24 were returned with only demographic
information completed, leaving 101 that were returned completed or nearly completed.
However, questions pertaining to use of techniques and client memory recovery were
frequently left unanswered or answered incorrectly, rendering the responses
uninterpretable. Such omissions and errors reduced the sample size to 62 for analyses
that did not include the “use of technique” variable but did include the “memory
recovery” variable and to 36 for analyses that included both.
Of the 101 respondents who completed most of the survey, 35.6% were male and
64.4% were female. The mean age was 53.15 years. These participants had held their
clinical license(s) for a mean of 14.95 years. See Table 1 for a description of
demographic characteristics by professional license.
Table 1: Demographics*
MFTs

Clinical Psychologists

Sample
Age

Total

M_= 53.15
M =56.33
M =51.16
SD = 8.77
SD = 8.59
SD = 8.49
Gender
m = 35.6%
m = 37.9%
m =32.5%
f = 64.4%
f = 67.5 %
f =62.1%
Number of years
M =14.95
M =14.85
M =15.10
license held
SD =7.53
SD =9.22
SD =8.51
Total
N =58
N = 101
N =40
* Three respondents were not represented by the MFT or Clinical Psychologist group
because they were not licensed as either.
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Sample Representativeness
This sample appears to be consistent with the populations from which it was
drawn in most ways. Doherty and Simmons (1996) found MFTs to be 45% male (as
compared to 32.5% in this study), with a mean age of 52 (as compared to 56.33 in this
study), and with an average length of licensure to be 13 years, as compared to 14.85
years in this study. The American Psychological Association (APA) (1993) has found
their membership to have a mean age of 50 (as compared to 51.16 in this study) with an
average number of years of clinical experience to be 18 (as compared to 15.10 in this
study). However the APA membership is 58% male while this sample was only 37.9%
male.
Respondents who completed most of the survey including demographics (N = 101) did
not differ from those who answered only demographic questions (N = 25) in age.
number of years licensed or gender. Nor did those who completed the entire survey
differ from those who did not complete the questions pertaining to use of techniques and
client memory recovery in age, number of years licensed or gender.
Respondents’ Use of Therapeutic Techniques
Respondent’s use of therapeutic techniques for the purpose of memory recovery
varied from technique to technique. See Table 2. The most frequently used techniques
were journaling, used by 50% of therapists, free association, used by 36% of therapists,
and dream interpretation, used by 34% of therapists. A previous study (Polusny &
Follette, 1996) found that therapists also used these three techniques the most
frequently. However, the present study found that approximately 10 % fewer therapists
used each of the three techniques than had used them in the previous study.
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Table 2: Respondent Use of Techniques for the Purpose of Memory Recovery and
Difference Between Use in Those With EMR and Those Without fN = 100T
Name of Technique

(%)

Use With
Clients With
EMR (%)

Use With
Clients
Without
EMR(%)

11

7

4

16

7

9

12

8

4

34

12

22

36

14

22

11

8

3

8

4

4

16

9

7

24

10

14

51

24

27

19

10

9

7

3

4

Total Use

Age regression
Bibliotherapy
Body memories
Dream interpretation
Free association
Guided imagery
Hypnosis
Inner child exercises
Interpretation of physical symptoms
Journaling
Use of family Photographs
Referral to sexual survivors groups

Respondents appeared to use different techniques with clients who recovered
memories in treatment compared to those who did not. The greatest difference occurred
in dream interpretation used by 12 % of therapists with chents who recovered memories
and by 22 % of therapists with clients who did not.
Distribution of Variables
As previously mentioned, the use of memory technique scores (range 0-1) were
bimodally distributed with 55.6% scoring between 0 and .5, representing those who did
not use techniques or used them with few clients for whom abuse was suspected and
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44.1% scoring 1, representing those who used techniques with every client. See
Appendix E. For analysis, the scores were dichotomized between those two groups.
called the “no or low use group” (0 - .5) and the “high use” group (1). For a second
variable, client EMR, the score was positively skewed with 50% (31/62) scoring 0. See
Appendix F. While this distribution is not surprising, it does mean that correlational
relationships for client EMR may be stronger than statistical analyses suggest.
Research emphasis in graduate training (scale of 0-7) was somewhat negatively
skewed (M = 4.73; SD = 1.55) with most respondents indicating that their academic
training was more research oriented than not. See Appendix G. As with the score for
memory recovery, skewness may result in an underrepresentation by statistical analyses
of a relationship between it and other variables. Therapist licensure is a dichotomous
variable and was grouped into those who are licensed as clinical psychologists (doctoral
level) and those who are not (most of whom were Marriage and Family Therapists).
Therapist knowledge of the APA guidelines on investigation of memories of childhood
abuse (scale 1-7) was also negatively skewed (M = 5.49; SD = 1.18). See Appendix
H.
Intercorrelations Among Variables
The variable pertaining to therapist knowledge of APA guidelines on the
investigation of memories of childhood abuse was a series of seven true/false questions
formulated for this study and lacked prior confirmed validity. Therefore, analyses were
conducted in which the variable was correlated with other variables examined in this
research with which a relationship was expected. As expected, therapist knowledge was
positively correlated with licensure as a clinical psychologist (rs = .215, p = .05).
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Knowledge of APA guidelines was not, however, correlated with degree of research
emphasis in academic training (£= .120).
Also, MFTs were compared with clinical psychologists on other therapist
variables. MFTs reported less research emphasis in their training than did clinical
psychologists (t[96] = -4.2; M = 3.975, 5.224, SD = 1.687, 1.257; p < .0001). In
addition, while only approaching statistical significance, MFTs were less knowledgeable
regarding the APA guidelines on the investigation of memories of childhood abuse than
were clinical psychologists (t[89] = -1.948, M = 5.256, 5.730, SD = .1.229, 1.087; p =
.055). Also, MFTs had greater tolerance for ambiguity than did clinical psychologists,
although again, the difference only approached statistical significance (t[96] = -1.672, M
= 62.125, 65.707, SD = 10.457, 10.404; p = .098).
Support for the Stated Hypotheses
As previously stated, “SCSA clients” means, “suspected childhood sexual abuse
clients” and refers to clients for whom a history of abuse was suspected by the therapist
or client.
Hypotheses regarding the research emphasis in the therapist’s academic training
Hypothesis one states, “Therapists who use memory recovery techniques with all
SCSA clients report less emphasis on research in their academic training than therapists
who use memory recovery techniques with few or no SCSA clients.” Using an
independent means one tailed t-test, no support was found for this hypothesis (t [35] =
.421; M = 4.9, 5.09, SD = .97, 1.58; p = .676).
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Hypothesis two states, “The less emphasis on research in a therapist’s academic
training, the more SCSA clients with EMR he/she has.” Using Spearman’s rho
correlation, support was found for this hypothesis (r = - .211, p = .05).
Hypotheses regarding the licensure of the therapist
Hypothesis three states, “There are fewer psychologists who use memory recovery
techniques with all SCSA clients than there are other mental health therapists (MFTs)
who use memory recovery techniques with all SCSA clients.” Using Pearson chi square
test, no statistical support was found for this hypothesis. (X 2[1, N = 37] = .069, p =
.793).
Hypothesis four states, “Therapists who are licensed as psychologists have fewer
SCSA clients with the experience of memory recovery than do therapists who are
licensed as MFTs.” Using an independent sample t test, no support was found for this
hypothesis (t [59] = -.374; M = .245, .215, SD = .33, .276; p = .71).
Hypotheses regarding the therapist’s knowledgeable of the APA guidelines on
investigation of memories of childhood abuse
Hypothesis five states, “Therapists who use memory recovery techniques with all
SCSA clients are less knowledgeable of the APA guidelines on the investigation of
memories of childhood abuse than are therapists who use memory recovery techniques
with few or no SCSA clients.” Using an independent sample t test, no support was
found for this hypothesis (t [31] = -1.442; M = 6.0, 5.5, SD = 1.195, .786; p = .159).
Hypothesis six states, “The less knowledgeable of the APA guidelines on
investigation of memories of childhood abuse a therapist is, the more SCSA clients with
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EMR he/she has.” Using Spearman’s rho correlation, no support was found for this
hypothesis (rs= -.098; p = .231).
Hypotheses regarding the therapist’s ambiguity tolerance
Hypothesis seven states, “There are fewer therapists with low ambiguity tolerance
who use memory recovery techniques with few or no SCSA clients than use memory
recovery techniques with all SCSA clients.” Using Pearson chi square test, support was
found for this hypothesis (X2 [1, N = 16] = 4.148, p < .05). See Table 4.
Table 3: Chi-square For Hypothesis Seven
Ambiguity Tolerance
High Tolerance Low Tolerance

Score
Use of Techniques
No or low use*
Count
7
0
Expected Count
1.8
5.3
Std. Residual
-1.3
.8
High use**
Count
4
5
Expected Count
6.8
2.3
Std. Residual
1.2
7
Total
Count
12
4
______Expected Count
12
4
* Includes use with up to 50% of clients for whom abuse is suspected
** Includes use with all clients for whom abuse is suspected

Total

7
7

9
9

16
1

Hypothesis eight states, “Therapists with high ambiguity tolerance have fewer
SCSA clients with EMR than do therapists with low ambiguity tolerance.” Using an
independent sample t test, no support was found for this hypothesis (t [31] = -.1.163; M
= .1379, .2554, SD = .2808, .2945; p = .254).
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Hypothesis regarding the relationship between memory recovery techniques and client
EMR
Hypothesis nine states, “Therapist use of memory recovery techniques with
SCSA clients is associated with client experience of memory recovery during the course
of therapy.” Using Spearman’s rho correlation, statistical support was found for this
hypothesis (r = .406; p <.01).
In general, one therapist quality, greater research emphasis in academic training,
predicted greater client EMR and another therapist quality, lower ambiguity tolerance.
predicted greater use of memory recovery techniques with clients for whom a history of
sexual abuse was suspected. In addition, use of memory recovery techniques was
associated with client experience of memory recovery.
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Discussion
In line with concerns regarding the effect of the therapeutic environment upon
client EMR, the primary goal of this study was to determine whether qualities of the
therapist bear a relationship to either use of memory recovery techniques or client EMR.
Findings from this study suggest that certain therapist characteristics may bear such a
relationship to use of therapeutic interventions for the purpose of memory recovery or to
client EMR. For instance, a relationship appears to exist between increased emphasis on
research in therapist training and decreased client memory recovery. While this
correlation may reflect an actual relationship between the two factors, other explanations
are possible.
The correlation of research emphasis to memory recovery may also be explained
by how a therapist with greater research emphasis defines “memory recovery”. Such
therapists may define “memory recovery” more narrowly than do other therapists, thus
reducing their estimation of occurrences of memory recovery in their caseloads.
Andrews, et al.(1999) who interviewed therapists following participation in survey
research, found therapists’ definition of memory recovery to frequently differ from the
criteria established for their study. Even though the survey used for the present study
provided a definition for memory recovery (See Appendix C), it is possible that
variations in interpretation of this definition might still exist. For instance, it is possible
that therapists with greater research emphasis in their training may be more likely to
define incidents of memory recovery as such only if the memory receives corroboration.
Future related studies may benefit from defining client memory recovery more
specifically.
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Still another possible explanation for the relationship between research emphasis
in therapist training and client memory recovery involves variations in clinical practice.
It is possible that research emphasis covaries with the type of clinical practice a therapist
establishes. For instance, it is possible that therapists with greater research emphasis in
their training treated fewer clients with memory recovery issues. If this were so, then a
negative correlation should exist between the percentage of clients for whom suspicions
of abuse existed in a therapist’s caseload and research emphasis in the therapist’s
training. Post hoc analysis, however, revealed no such relationship (r = -.069; p = .498).
In addition to the relationship between therapist research emphasis and client
EMR, this study suggests a second relationship. Therapists who are more tolerant of
ambiguity use memory recovery techniques less than do therapists who are less tolerant
of ambiguity. As was discussed earlier, therapists who are intolerant of ambiguity may
experience discomfort when the meaning of the client’s symptoms is not clear. Such
therapists may attempt to reduce discomfort by deciding the symptoms are caused by
unremembered incidents of childhood trauma such as sexual abuse and subsequently by
using memory recovery techniques.
It seems probable that only therapists whose beliefs support memory recovery
processes will reduce ambiguity in the manner just suggested. In other words, it would
seem that a therapist who believes that memory recovery is possible and important for
alleviation of symptoms is more likely to use memory recovery techniques when
uncomfortable with therapeutic ambiguity than is a therapist who does not believe those
things. As the reader will recall, therapists beliefs related to memory recovery have been
measured by Poole et al.(1995), Polusny and Follette (1996) and Palm and Gibson
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(1998). Consideration of beliefs in relationship to ambiguity tolerance and use of
memory recovery techniques in future studies may illuminate the mechanisms between
the two.
Finally a relationship exists between use of memory recovery techniques and
client EMR. As the reader will also recall, one postulated explanation for the
relationship between therapist use of techniques and client EMR is that use of techniques
facilitates the experience of memory recovery in the client. The relationship between the
two variables supports concerns by Loftus (1993) and Lindsay and Read (1994) that
because memory recovery techniques are inherently suggestive, their use predisposes
false memories.
Yet if the Loftus and Lindsay and Read position is correct, it is somewhat
puzzling that use of techniques and client EMR appear to be related, yet when a therapist
variable bears a relationship to either use of techniques or client EMR, it does not bear a
relationship to the other. For instance, a relationship appears to exist between therapist
levels of ambiguity tolerance and use of techniques, but one does not appear to exist
between therapists’ levels of ambiguity tolerance and client EMR. In reality, however,
relatively little is known about the variables and mechanisms involved in memory
recovery. Furthermore, if what is already known about the nature of behavior and its
causes generalize to present concerns about clients' recovery of memory in session, the
answers are not likely to be simple. In 1977, Walter Mischel wrote,"... what is done
(or thought or felt) in a given situation depends on the physical and psychological
context in which the event was experienced, the knowledge and the skills that the subject
brings to the context, the situation in which we ask for evidence, etc." (p. 246).
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Simplified, internal qualities of the individual (personality) plus environmental factors
that affect the individual determine the behavior in question. It is not likely then that
EMR is brought about by one or two variables in a single category of factors such as
those belonging to the therapist. It is likely not only to involve qualities and behaviors in
the therapist, but also other factors in the “therapeutic” environment, including the client.
In light of this perspective, another possible explanation for the positive
correlation between use of techniques and memory recovery involves the consideration
of the condition of the client at the beginning of treatment. The population for the
present study is those for whom suspicions, but no clear memories, of childhood sexual
abuse existed prior to the onset of therapy. It seems plausible that therapists may use
memory recovery techniques with clients who begin psychotherapy with suspicions of
abuse and that those clients are more likely to recover memories during the course of
psychotherapy.
While suspicion of abuse prior to therapy has not been previously measured,
emergence of memories prior to therapy has. Palm and Gibson's therapist survey (1998)
found that only 25% of clients with EMR remembered the abuse during the course of
therapy. In addition, Cameron's (1994) study of amnesic and non-amnesic women
sexually abused as children noted that 73% of the amnesic women had recovered their
first memories before they entered therapy. Similarly Andrews, et al.(1999) who
interviewed therapists regarding clients with recovered memory, reported that for one
third of the clients who had EMR, the memories had begun to return before therapy
began.
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The present results linking use of memory recovery technique with memory
recovery in the absence of a substantial connection between therapist characteristics and
these two variables, supports consideration of prior client concern (as well as prior client
memory) as a possible explanation. Such an explanation suggests that while therapist
characteristics are not highly predictive of use of memory recovery techniques or
memory recovery, client suspicion of abuse or memories recovered prior to the
beginning of treatment may show more promise. In support of this consideration,
Andrews, et al. (1999) found that in half of the clients with whom memory recovery
techniques were used, memories of the abuse had begun to emerge before use of the
techniques began.
A second goal of this research was to improve upon previous methods of
measuring therapist use of memory recovery techniques. As the reader will recall, in
previous studies researchers measured therapists’ use of techniques as the number of
techniques used by the therapist. This assumes that the greater variety of techniques the
therapist uses the greater use there will be across clients. This study instead directly
measures the number of SCSA clients with whom the therapist used techniques. While
this is not a complete measure of greater use, because its does not measure the intensity
with which a therapist uses techniques with any given client, it is an improvement.
Another contribution of this study is the inclusion of licensed Marriage and
Family Therapists (MFTs) in the analyses. As the reader will recall, previous studies
have only examined doctoral level therapists. MFTs did not differ from clinical
psychologists in their use of memory recovery techniques nor in incidents of client EMR.
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As previously stated, small sample size (N = 36 and 61 respectively), and non-normal
distribution of variables may have obscured possible differences.
MFTs differed from clinical psychologists in other ways for which the variable
sample size was larger (N = 91 or 98). Predictably, MFTs reported having less research
training than did psychologists and trends existed toward greater ambiguity tolerance and
less knowledge of APA guidelines for MFTs. The last finding, however, could reflect
psychologists’ greater familiarity with APA taskforce findings regarding memory
recovery in psychotherapy from which the “knowledge” questions were derived.
Limitations in interpreting the present findings due to the small sample size and
non-normal distribution of therapist use of technique and client EMR variables have been
mentioned. See Appendices E and F. Other limitations are also evident in this study.
With the exception of ambiguity tolerance, variable measurements were developed for
this survey and therefore their levels of validity and reliability are unknown. The
“knowledge” variable was positively correlated with licensure as a psychologist, and
negatively with licensure as an MFT. While this is as expected and may support the
validity of the “knowledge” measure, it could, as mentioned, reflect psychologists’
greater familiarity with APA taskforce findings. “Knowledge” was not correlated with
the degree of research emphasis in academic training. This is somewhat surprising,
because it would seem that research emphasis in training would have resulted in greater
exposure to such information. The “knowledge” scale (1-7) was negatively skewed (M
= 5.49; SD = 1.18) with most respondents scoring a 5 or above. See Appendix H. The
narrow range of scores may have prevented this scale from distinguishing those with
greater from those with lesser knowledge. Also as previously mentioned, the distribution
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for the degree of research emphasis is also somewhat negatively skewed. See Appendix
G. These narrow ranges may have obscured a possible correlation.
Also, the “research emphasis” measure relies on therapists’ impression of the
degree to which this quality was present in their program. See Appendix C. Although
the question includes criteria by which to consider the degree of emphasis, this remains a
less reliable measure than assessing specific factors, such as specific independent
research requirements and inclusion of certain coursework, such as research methods.
In addition, all survey responses were based upon respondent self-report.
Responses were subject to errors of memory and to biases related to the memory
recovery controversy, possibly resulting in over- or under-reporting use of techniques
and client EMR.
The intent of this research and similar studies has been to improve clinical
outcomes for clients who seek treatment related to childhood trauma, or for symptoms
sometimes considered to be caused by a history of childhood trauma. Accurate
understanding of the mechanisms by which memories are recovered is essential to
advance sufficient client recovery from such trauma. This study suggests that certain
therapist variables may impact memory recovery processes in psychotherapy. It further
suggests that use of techniques and memory recovery are clearly linked, but other
therapist variables may or may not have a strong bearing on this relationship. Finally, it
appears that that while two distinct groups of mental health professionals (clinical
psychologists and Marriage and Family Therapists) do not differ in their use of
techniques or in their client EMR, they do differ in other ways that could affect their
approach to memory recovery processes.
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Further research may confirm these findings and shed further light on the
processes by which memory recovery occurs. Specifically, further consideration of
therapist variables in relationship to therapist use of techniques and client EMR may
illuminate whether other connections besides the ones apparent in this investigation may
exist. Moreover, increased attention to other variables that may explain the connection
between therapist use of technique and client EMR is warranted. In particular, client
suspicion of abuse and the presence of memories at the beginning of treatment seem to
hold promise as a factor that may link those two variables. Finally, further comparison
of distinct mental health professions such as clinical psychologists and Marriage and
Family Therapists may illuminate important similarities and/or differences between the
groups. Increased understanding of memory recovery processes will serve the mental
health client, for whom the effects of CSA, false memories of CSA, and minimization of
actual memories of CSA can be devastating.
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Appendix A (Postcard)
Dear Psychotherapist,

July ?, 1999

You have been randomly selected from the membership of the California Psychological
Association or membership of the American Association of Marriage and Family Therapists to
take part in a survey regarding psychotherapists’ qualities and client outcomes.
Your participation in the survey is very important in helping our profession understand in
what ways psychotherapists influence the course of therapy for their clients. When you receive
the questionnaire in the mail from Loma Linda University, it would be tremendously helpful
if you would fill it out and return it as soon as possible. Even should you choose not to
complete the survey, please complete the first few questions and return in the stamped
envelope provided.
Thank you for your help.
Sincerely,
Janet L. Sonne, Ph.D.
Principal Investigator
Department of Psychology
Loma Linda University

T. Lorraine Young, M.S., MFT
Department of Psychology
Loma Linda University
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Appendix B
(LLU Letter head)
Dear Psychotherapist,
We need your help in understanding the process by which our clients recover memories of abuse.
In the midst of the controversy surrounding this high profile topic, assumptions have been made
about therapists’ impact on client memory recovery. These assumptions for the most part have
arisen from cognitive theories of memory processes, but little actual research has been done to
validate or disprove their application to the psychotherapy setting.
I would appreciate your taking 10 to 20 minutes to complete the enclosed, anonymous survey. It
is not intended that you review your records to provide the requested information. Instead,
provide information from your best recollection about your clinical practice in the past year.
As you are aware, an adequate return of questionnaires is needed for this study to contribute to
the existing knowledge base in a meaningful way. Your valued contribution plays an important
part in this endeavor.
Even if you should choose not to participate please complete the first seven questions for
response rate purposes. We need to know that you received the survey and we would like to
know demographic information about everyone to whom we sent a questionnaire.
Please return the survey in the enclosed stamped, self-addressed envelope. This survey is not
numbered or coded and therefore vour responses will remain anonymous. In order to preserve
your anonymity do not write your name or address on the survey form or on the return envelope.
This letter and your returned survey serves as implied consent for participation in this study. It is
not anticipated that completing this survey will pose any significant risk to you. If you have any
questions or concerns about this study, you may contact Lorraine Young at (909) 558-8710 or an
impartial third party representative with Loma Linda University Medical Center at (909) 5584647 who is uninvolved with this project.
If you wish to receive a summary of the results of this study, please write to the following
address:
T. Lorraine Young, MFT
Loma Linda University
Graduate School
Department of Psychology
Loma Linda, CA 92350
Thank you very much for your participation. Please accept the enclosed small gift as a token
of our appreciation for taking time for this study.

Janet L. Sonne, Ph.D., Principal Investigator
Investigator

T. Lorraine Young, MFT, Student
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Appendix C

Therapeutic Environment Survey
WE’D LIKE TO ASK YOU A LITTLE ABOUT YOURSELF:
1.

Are you currently licensed to practice psychotherapy?
0
0

2.

YES
NO

Which best describes your current mental health license(s)? (Check all that apply.)
0
0
0
0

M.F.C.C. / M.F.T.
L.C.S.W.
PSYCHOLOGIST
OTHER ______

3.

For how many years have you held your current license(s)?

4.

Have you held other licenses to practice psychotherapy in the past?
0
0

NO
YES

NAME OF LICENSE:
NUMBER OF YEARS HELD:

5.

What is your age?

6.

What is your gender?
0
0

7.

MALE
FEMALE

Have you conducted individual psychotherapy with adult clients in the past year?
0
0

YES
NO

• IF YES, PLEASE PROCEED.
• IF NO, PLEASE STOP AND RETURN QUESTIONNIARE IN THE
ENCLOSED ENVELOPE.
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NOW WE’D LIKE TO ASK ABOUT YOUR TYPICAL APPROACH TO
THE FOLLOWING:
8.

A problem has little attraction for me if I don’t think it has a solution. (Circle the
number of your answer.)
STRONGLY
DISAGREE
1

9.

2

4

3

5

6

STRONGLY
AGREE
7

6

STRONGLY
AGREE
7

NEUTRAL
2

4

3

5

NEUTRAL
2

4

3

5

NEUTRAL
2

4

3

5

6

STRONGLY
AGREE
7

I get pretty anxious when I’m in a social situation over which I have no control.
STRONGLY
DISAGREE
1

14.

6

STRONGLY
AGREE
7

NEUTRAL

The way to understand complex problems is to be concerned with the larger aspects
instead of breaking them into smaller pieces.
STRONGLY
DISAGREE
1

13.

6

I would rather bet 1 to 6 on a long shot than 3 to 1 on a probable winner.
STRONGLY
DISAGREE
1

12.

5

There’s a right way and a wrong way to do almost everything.
STRONGLY
DISAGREE
1

11.

4

3

2

STRONGLY
AGREE
7

I am just a little uncomfortable with people unless I feel that I can understand their
behavior.
STRONGLY
DISAGREE
1

10.

NEUTRAL

6

STRONGLY
AGREE
7

6

STRONGLY
AGREE
7

NEUTRAL
2

4

3

5

Practically every problem has a solution.
STRONGLY
DISAGREE
1

NEUTRAL
2

4

3
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15.

It bothers me when I am unable to follow another person’s train of thought
STRONGLY
DISAGREE
1

16.

4

3

5

6

STRONGLY
AGREE
7

NEUTRAL
2

4

3

5

6

STRONGLY
AGREE
7

6

STRONGLY
AGREE
7

NEUTRAL
2

4

3

5

NEUTRAL
2

4

3

5

NEUTRAL
2

4

3

5

6

STRONGLY
AGREE
7

Sometimes I rather enjoy going against the rules and doing things I’m not supposed to
do.
STRONGLY
DISAGREE
1

22.

2

Before an examination, I feel much less anxious if I know how many questions there
will be.
STRONGLY
DISAGREE
1

21.

6

STRONGLY
AGREE
7

NEUTRAL

Vague and impressionistic pictures really have little appeal for me.
STRONGLY
DISAGREE
1

20.

5

Nothing gets accomplished in this world unless you stick to some basic rules.
STRONGLY
DISAGREE
1

19.

4

3

It bothers me when I don’t know how other people react to me.
STRONGLY
DISAGREE
1

18.

2

I have always felt that there is a clear differences between right and wrong.
STRONGLY
DISAGREE
1

17.

6

STRONGLY
AGREE
7

NEUTRAL

NEUTRAL
2

4

3

5

6

STRONGLY
AGREE
7

I like to fool around with new ideas, even if they turn out later to be a total waste of
time.
STRONGLY
DISAGREE
1

NEUTRAL
2

4

3
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5

6

STRONGLY
AGREE
7

23.

Perfect balance is the essence of all good composition.
STRONGLY
DISAGREE
1

NEUTRAL
2

4

3

5

6

STRONGLY
AGREE
7

24. If I were a doctor, I would prefer the uncertainties of a psychiatrist to the clear and
definite work of someone like a surgeon or X-ray specialist
STRONGLY
DISAGREE
1

25.

4

3

5

6

NEUTRAL
2

4

3

5

6

STRONGLY
AGREE
7

I don’t like to work on a problem unless there is a possibility of coming out with a
clear-cut and unambiguous answer.
STRONGLY
DISAGREE
1

27.

2

STRONGLY
AGREE
7

If I were a scientist, I might become frustrated because my work would never be
completed (science will always make new discoveries).
STRONGLY
DISAGREE
1

26.

NEUTRAL

6

STRONGLY
AGREE
7

6

STRONGLY
AGREE
7

NEUTRAL
2

4

3

5

The best part of working a jigsaw puzzle is putting in that last piece.
STRONGLY
DISAGREE
1

NEUTRAL
2

4

3

5

PLEASE TELL USA LITTLE MORE ABOUT YOUR CLINICAL
PRACTICE:
28.

Which best describes your highest academic degree in mental health? (Please check
one only.)

0

MASTER'S DEGREE

0
0

DOCTORAL DEGREE (PH.D., PSY.D., OR DSW)
OTHER ______________________________

50

29.

To what degree did your graduate mental health training program emphasize
research? (Circle the number of your answer.)

1

2

Very
strong
emphasis
=
integration of current research into
all areas of study and students
conducted independent research

Some
Emphasis

No emphasis = no integration of
current research into areas of
study and students did not
conduct independent research

4

3

5

6

FOR THE FOLLOWING QUESTIONS THESE DEFINITIONS APPL Y:
m CHILDHOOD SEXUAL ABUSE IS DEFINED AS SEXUAL ASSAULT ON
OR SEXUAL EXPLOITATION OF A MINOR.
0 MEMORY RECOVERY IS DEFINED AS THE PERCEIVED EMERGENCE
OF A MEMORY OF A TRAUMATIC EVENT AFTER A PERCEIVED
PERIOD OF AMNESIA FOR THAT EVENT.
30.

Approximately how many adult clients have you treated in individual psychotherapy
in the past year? _____________

31.

Considering all adult clients you treated last year, how many had entered individual
therapy with you:
- with no clear memory of having experienced child sexual abuse
- and for whom there was a suspicion of abuse (either from you or from the
client) prior to therapy with you?
_____________

32.

Of the number of clients indicated in question 31, how many recovered memories of
the abuse during the course of treatment? ___________

33.

Of those indicated in question 32, (those with no memory, but with suspicions, who
recovered memories during treatment) with how many clients did you use any of the
following techniques for the purpose of memory recovery?
_____________

PLEASE CHECK ALL THAT APPLY.
AGE REGRESSION - returning to the consciousness of the self at an earlier age via
hypnotic induction
BIBLIOTHERAPY - assigning books about sexual abuse to read for the purpose of
triggering memories
BODY MEMORY FOCUS AND INTERPRETATION - interpretation of physical
0
sensations as possible indicators of abuse
DREAM INTERPRETATION
0
FREE ASSOCIATION OF CHILDHOOD MEMORIES, OR INSTRUCTIONS TO
0
FOCUS ON REMEMBERING - for instance, asking, “what comes to mind as you
think of this memory?”
GUIDED IMAGERY RELATED TO ABUSE SITUATIONS - imagery activity
0
designed to increase awareness of situations or feelings related to abuse
HYPNOSIS
OR TRANCE INDUCTION
0

o
o
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0
0
0
0
0
0

INNER CHILD EXERCISES
INTERPRETATION OF PHYSICAL SYMPTOMS AS RELATED TO ABUSE
JOURNAL WRITING OR LETTER WRITING
REFERRAL TO SEXUAL ABUSE SURVIVORS’ GROUP TO FACILITATE
MEMORY RECOVERY
USE OF FAMILY PHOTOGRAPHS AS MEMORY CUES
OTHER _______________________________________________________

34.

Of the number of clients indicated in question 31, (those with no memory, but with
suspicions) how many did not recover memories of the abuse during the course of
treatment.
______________

35.

Of those indicated in question 34, with how many clients did you use any of the
following techniques for the purpose of memory recovery*! ___________
PLEASE CHECK ALL THAT APPLY.
AGE REGRESSION - returning to the consciousness of the self at an earlier age via
hypnotic induction
BIBLIOTHERAPY - assigning books about sexual abuse to read for the purpose of
triggering memories
BODY MEMORY FOCUS AND INTERPRETATION - interpretation of physical
0
sensations as possible indicators of abuse
DREAM INTERPRETATION
0
FREE ASSOCIATION OF CHILDHOOD MEMORIES, OR INSTRUCTIONS TO
0
FOCUS ON REMEMBERING - for instance, asking, “what comes to mind as you
think of this memory?”
GUIDED IMAGERY RELATED TO ABUSE SITUATIONS - imagery activity
0
designed to increase awareness of situations or feelings related to abuse
HYPNOSIS OR TRANCE INDUCTION
0
INNER CHILD EXERCISES
0
INTERPRETATION
OF PHYSICAL SYMPTOMS AS RELATED TO ABUSE
0
JOURNAL WRITING OR LETTER WRITING
0
REFERRAL TO SEXUAL ABUSE SURVIVORS’ GROUP TO FACILITATE
0
MEMORY RECOVERY
USE OF FAMILY PHOTOGRAPHS AS MEMORY CUES
0
OTHER _________________________________________________________
0

o
o

ACCORDING TO THE AMERICAN PSYCHOLOGICAL
ASSOCIATION WORKING GROUP ON INVESTIGATION OF
MEMORIES OF CHILDHOOD ABUSE:
36.

Most people who were sexually abused as children remember all or part of what
happened to them.
()
TRUE
()
FALSE
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37.

It is possible for memories of abuse that have been forgotten for a long time to be
remembered.
o
TRUE
()
FALSE

38.

It is possible to construct convincing pseudomemories for events that never occurred.
TRUE
0
FALSE
0

39.

Obtaining solid grounding in developmental psychology, cognitive psychology and in
trauma research in order to minimize errors in working with clients who present as
recovering memories of childhood abuse should not be necessary if one remains
abreast of current related research.
()
TRUE
0
FALSE

40.

Careful histories should be taken of all new clients, but should not specifically include
questions regarding sexual abuse unless there is reason to suspect that it has occurred.
()
TRUE
()
FALSE

41.

Therapists should avoid endorsing memory retrievals as either clearly truthful or
clearly confabulated.
()
TRUE
()
FALSE

42.

Clients who seek hypnosis as a means of memory retrieving or confirming their
recollections should be advised that it is not an appropriate procedure for this goal.
()
TRUE
()
FALSE

Thank you for completing our survey. Any comments you would like to
make below will be appreciated. Then please return your questionnaire
in the envelope provided to: T. Lorraine Young, MET, Loma Linda University,
Graduate School, Department of Psychology, Loma Linda, CA 92350 .
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Appendix D
Dear Psychotherapist,

July ?, 1999

About two weeks ago we sent you a questionnaire about psychotherapists’ qualities and
client outcomes. If you have returned the survey, thank you for your participation.
If you have not yet completed the survey, please take a moment to do so now. We
recognize how busy you must be and greatly appreciate you taking the time to complete it. It is
our expectation that your contribution will contribute to our understanding of this important area.
If you need another survey sent please call the number given below.
It would be most helpful to have your completed questionnaire by
Thank you again for your participation.
Sincerely,
Janet L. Sonne, Ph.D.
Principal Investigator
Department of Psychology
Loma Linda University

T. Lorraine Young, M.S., MFT
Department of Psychology
Loma Linda University
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Appendix E

Memory Recovery Techniques

■ Range: 0-1
■ 55% scored 0 - .5
■ 44% scored 1

20 rt
18
16
14
12
10
8
6
4
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□ Techniques
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o
0
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Appendix F

Memory Recovery (EMR)

■ Memory
Recovery

■ Range: 0-1
■ 50% scored 0

56

Appendix G

Research Emphasis
30

■ Range: 0-7
■ 1.
M = 4.73
-2.
SD = 1.55
■ (Y axis = frequency}

25
20
□ Research
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Appendix H

Knowledge of Memory Recovery
% Processes
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■ Range: 2-7
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■ 1.
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